Objective: This study analyzed data from a national survey of Iraq and Afghanistan veterans to improve understanding of mental health services use and perceived barriers. Methods: The National Post-Deployment Adjustment Survey randomly sampled post-9/11 veterans separated from active duty or in the Reserves or National Guard. The corrected response rate was 56% (N=1,388). Results: Forty-three percent screened positive for posttraumatic stress disorder (PTSD), major depression, or alcohol misuse. Past-year psychi atric treatment was reported by 69% of the PTSD group, 67% of the depression group, and 45% of those with alcohol misuse. Most received care at Veterans Affairs (VA) facilities, although women were more likely than men to seek non VA services. Veterans with more severe symptoms reported greater treatment utilization. Eighteen percent saw a pastoral counselor (chaplain) in the past year. Veterans with mental health needs who did not access treatment were more likely to believe that they had to solve problems themselves and that medi cations would not help. Those who had accessed treatment were more likely to express concern about being seen as weak by others. Conclusions: Veterans in greatest need were more likely to access services. More than two-thirds with probable PTSD obtained past-year treatment, mostly at VA facilities. Treatment for veterans may be improved by increasing awareness of gender differences, integrating mental health and pastoral services, and recognizing that alcohol misuse may reduce utilization. Veterans who had and had not used services endorsed different perceptions about treatment, indicating that barriers to accessing care may be distinct from barriers to engaging in care.
Many veterans of the Iraq
and Afghanistan conflicts are now coping with post traumatic stress disorder (PTSD) (1 6), major depression (1,2,4), and alcohol abuse and dependence (7,8). Veterans and military service mem bers who might benefit from mental health care often do not seek or receive it (8-10). Studies have found that only 23%-40% of veterans who screen positive for a mental disorder seek mental health care in the first year after returning from a deploy ment (1) , less than 1% of active military personnel are referred to alcohol treatment even though 12% screen positive for alcohol misuse (11), about 50% of veterans with PTSD or depression seek care (4) , and less than one-quarter of active military personnel with mental disor ders receive professional help (5) . Perceived barriers to using mental health care have been identified (12 16) , including stigma associated with having a mental health problem or receiving treatment (13, 14, 17, 18) , beliefs that "I should handle it myself' and that treatment will not be effec tive (19) , and practical issues, such as not knowing where to get help or not being able to get time off from work (1, 10, 20, 21) .
The U.S. Department of Defense, U.S. Department of Veterans Affairs (VA), and non-VA agencies and facil ities continue to grapple with how to increase the likelihood that veterans will seek and engage in treatment (4) . Much of the research on treatment utilization and barriers has focused on the first year after deployment; how ever, there is a need for more in formation about treatment of PTSD, major depression, and alcohol misuse beyond the immediate postdeploy ment period (11, 22) . Studies have examined treatment for mental health problems in the VA system (10), but many veterans do not seek care from VA providers (4) . Data from a random sample of Iraq and Afghanistan vet erans would thus be useful for pro jecting needs of veterans seeking mental health services at VA and non-VA sites. Finally, national data could help determine whether di agnosis or treatment utilization varies by gender, which is especially impor tant given the increasing numbers of women veterans (23) (24) (25) (26) . To our knowledge, this is the first survey to employ a random, post-9/11 sample of separated military service members and veterans to examine use of treatment provided by VA and non VA providers.
Methods

Participants
The National Post-Deployment Ad justment Survey (NPDAS) is part of a larger study funded by the National Institute of Mental Health to examine community readjustment among vet erans. The NPDAS sample was drawn by the VA Environmental Epidemio logical Service (EES) in May 2009 from a roster developed by Defense Manpower Data Center, involving a random selection of over one million U.S. military service members who had served after September 11, 2001 , and who were either separated from active duty or in the Reserves or National Guard. The sample was stratified by gender, with oversampling of women veterans to ensure adequate represen tation. Addresses were updated by credit report at the start of the study (27) . Of 3,000 names randomly se lected by the EES, 63 had incomplete addresses or were deceased. Of the remaining 2,937 names, 438 had in correct addresses, yielding a total of 2,499. Of these, 1,388 completed the survey, for a 56% corrected response rate. This rate is among the highest achieved in recent national surveys (3, 28) and comparable to studies in the United Kingdom (5).
Procedures
The survey was conducted from July 2009 to April 2010. After the survey received approval from the institu tional review boards of the University of North Carolina-Chapel Hill and the Durham VA Medical Center, we utilized the method of Dillman and colleagues (29), which involves multi ple contacts to maximize the response rate. Potential participants were sent an introductory letter about the up coming survey. Four days later, a letter was sent to potential participants con taining a password, instructions for a 35-minute confidential Web-based survey, and $4.40 in commemorative postage stamps. Twelve days after ward, postcards were sent thanking veterans for completing the survey or reminding them to do so. Two weeks later, those who had not taken the survey received a paper version of the survey with a postage-paid return envelope. Two months later, a final letter was sent encouraging partici pation and alerting recipients that the survey would close the following week.
A pilot survey of 500 mailings was conducted to identify any technical problems. Respondents received a $40 remuneration; fifteen percent of the sample completed the survey during the pilot phase. Eighty-five percent completed the survey during the remainder of the study period and received a $50 remuneration for com pletion. Other than the $10 difference in remuneration rates between the pilot survey and the actual survey, procedures were identical. Participants in the pilot survey were given a choice to take the same survey online or by mail; 80% completed the survey online, and 20% completed the print version.
To examine possible differences in respondent characteristics by survey medium or remuneration rate, groups were compared on demographic char acteristics and diagnoses. Bonferroni adjustment for multiple comparisons found no significant differences by survey medium or remuneration rate.
Analyses compared responders who completed the survey at the initial in vitation (wave 1 survey) with those who completed the survey after receiving later mailings. No differences were found between these groups, provid ing evidence that the survey process did not affect who was included in the final sample.
Measures
Data were gathered on age, gender, race-ethnicity, marital status, employ ment, education, military branch, de ployments (number, length, and dates), and military rank. Mental health utili zation data were gathered on lifetime inpatient or outpatient psychiatric ser vice use and on past-year use, includ ing visits to a psychiatrist, psychologist, counselor, or other mental health pro fessional or prescriptions for psycho tropic medications. Participants were given the following instructions: "Vet erans may face obstacles getting or using mental health services for a number of reasons. Please rate how much you agree or disagree with each statement as it applies to you." The 17 statements listed were adapted from findings of empirical research among active military personnel (1) and veter ans (30). The statements were related to treatment effectiveness (example, "I don't think treatment will help me"), to stigma ("I would be seen as weak by others"), and to external barriers ("It's hard getting time off work for treat ment"). They were ranked on a 4-point Likert scale: 1, strongly disagree; 2, somewhat disagree; 3, somewhat agree; and 4, strongly agree.
Probable PTSD was measured with the Davidson Trauma Scale (DTS) (31), which involves rating past-week frequency and severity of DSM-IV PTSD symptoms of reexperiencing, avoidance-numbing, and hyperarousal related to a specific trauma. We used a DTS cutoff score of 48, which has demonstrated .82 sensitivity, .94 speci ficity, and .87 diagnostic efficiency with a Structured Clinical Interview diagnosis of PTSD among Iraq and Afghanistan veterans (32). Probable major depression was assessed with the Patient Health Questionnaire (PHQ-9); a score greater than 9 shows 
Statistical analysis
Women constituted 33% of our sam ple, whereas their proportion in the active military was 15.6% at the time of data collection, according to 2009 data from the Defense Manpower Data Center (35). Data were weighted to reflect the latter proportion, which involved adjusting the sample of 1,388 to a weight-adjusted 1,102. Chi square analyses were used to evaluate cate gorical data for differences in diagno sis, treatment use, and perceptions about treatment, which for purposes of the bivariate analyses were dichot omized into 0, disagree, and 1, agree.
To examine associations between treat ment access, psychiatric symptoms, and perceived problems with treat ment, we conducted multiple logistic regression analyses in which variables were included if they were statisti cally significant (p<=.05). Symptoms (DTS, PHQ-9, and AUDIT scores) and perceptions about treatment were entered as continuous measures in which odds ratios (ORs) were inter preted as the relative odds of a vet eran having accessed treatment in the past year. For example, the magnitude of effect for OR=1.01 would mean that a veteran is 1% more likely to access treatment with a 1-point increase on a given mea sure. Analyses regarding perceptions of treatment were restricted to the subset of veterans who screened pos itive for PTSD, major depression, or alcohol misuse in order to focus on examining access and engagement among veterans specifically in need of treatment.
Results
As shown in Table 1 , no significant bias was identified between survey responders and nonresponders. No significant between-group difference in gender was found. Although the differences in age and geographic loca tion were statistically significant, they were of small magnitude. States with large military populations showed sim ilar patterns in all response groupings, and the patterns corresponded to known military demographic characteristics.
The proportion of survey respond ers in each military branch closely approximated the proportion in the U.S. military: Army, 54% and 48%, respectively; Air Force, 19% and 22%; Navy, 16% and 17%; Marines, 11% and 11%; and Coast Guard, <1% and 2% (35). Time since deployment ranged from one to eight years, with a median of four years. Racial-ethnic groups were representative of those in the military: 71% Caucasian and 29% African American, Hispanic, or other. The final sample was representative of 50 states, Washington D.C., and four territories.
Data on sample characteristics are presented in Table 2 . Most veterans (83%) had been deployed to Iraq or Afghanistan; the remainder included veterans who were deployed in sup port of Operation Iraqi Freedom (OIF) or Operation Enduring Free dom (OEF) but not stationed in the theater of combat. Twenty percent of the sample screened positive for PTSD, 24% for major depression, and 27% for alcohol misuse. A greater propor tion of women met criteria for major depression, but a smaller proportion of women screened positive for alco hol misuse. PTSD rates did not differ by gender. Women were signifi cantly more likely than men to meet criteria for major depression (30% and 23%, respectively; X2=4.5, df=1, p=.0 3 ). Conversely, women were less likely than men to screen positive for alcohol misuse (17% and 29%; X2=9.75, df=1, p<.01). Table 3 presents data on mental health treatment use. Seven percent of veterans had a lifetime psychiatric hospitalization; of these, 40% had been hospitalized in a VA facility, 44% at a non-VA facility, and 16% at both. Twenty-five percent had ever sought outpatient mental health care; of these, 46% received care at a VA facility, 37% at a non-VA facility, and 16% at both. A larger proportion of women than men reported using only non-VA facilities for inpatient and outpatient mental health care (17% of women and 10% of men; X2=8.16, df=1, p=.00 4 ). Most veterans with PTSD, major depression, or alcohol misuse who sought treatment did so at VA facilities. Among veterans meeting criteria for these mental health problems, a larger proportion of women than men reported using only non-VA facilities for inpatient and outpatient mental health care (24% of women and 13% of men; X 2 =4. 9 1 , df=1, p=. 0 3 ).
Past-year mental health treatment or counseling was reported by 69% of veterans with probable PTSD, 67% of those with probable major depres sion, and 45% of those with probable alcohol misuse. Among those who ob tained treatment, the median number of sessions with a mental health pro fessional in the past year was seven for PTSD, six for major depression, and four for alcohol misuse. Compared with men, women were more likely to report having current mental health problems (28% of women and 20% of men; X2=11.26, df=1, p<.001) and were more likely to obtain treatment (45% of women and 36% of men; X2=8.66, df=1, p<.01). Table 4 summarizes responses to the item about perceived problems with treatment. Across diagnostic groups, the most commonly endorsed problem was not wanting to take psychiatric medications and believing that "it's up to me" to solve mental health prob lems. The beliefs that "it's up to me" and that "treatment would make me feel down on myself' were more frequently endorsed by veterans with co-occurring disorders. Women were more likely than men to report child care as a problem (26% of women and 18% of men; X 2 =5.26, df=1, p=. 02 ). Men were more likely than women to endorse wanting to solve mental health problems on their own (60% of men and 52% of women; X2= 3 . 8 6 , df=1, p=. 0 5 ). For a few items, the likelihood of endorsement was lower as a function of years since last deployment, in cluding not knowing where to go for help (X2=26.23, df=7, p<.001) and not having adequate transportation (X2=14.9, df=7, p=.03).
As shown in Table 5 , some percep tions were more common among vet erans who had not accessed care ("I don't want to be prescribed medica tions, "It's up to me to work out my own problems") whereas others were more common among veterans who had accessed care ("I would be seen as weak by others," "I don't want to talk about my war experience"). When the Mental a=Women constituted 33% of the sample, whereas their proportion in the active military at the time of data collection was 15.6%. Data were weighted to reflect the latter proportion, which involved adjusting the sample of 1,388 to a weight-adjusted 1,102. b=Percentages calculated as a function of the total number of veterans in the column who endorsed lifetime inpatient hospitalization (for example, 30/74=40.5% who reported use of inpatient care at VA facilities only) c=Percentages calculated as a function of the total number of veterans in the column who endorsed lifetime outpatient treatment (for example, 127/277=45.8% who reported use of outpatient services at VA facilities only) d=Median number of sessions in the past year with a mental health professional (psychiatrist, psychologist, or counselor): probable PTSD, 7 sessions; probable major depression, 6; probable alcohol misuse, 4. Visits with non-mental health professionals (pastoral counselors, family doctors, or nurses) were not measured. year, consistent with reports from the United Kingdom (22) . Nearly 70% of those who screened positive for PTSD reported obtaining treatment for emo tional or psychiatric problems in the past year. This finding is a valuable message to communicate to veterans. Those who are ambivalent about accessing care may be more willing to do so if made aware that a substantial number of veterans are getting the help they need.
Nevertheless, although the findings suggest that many veterans are access ing treatment, engaging veterans in treatment is a separate challenge. The median number of sessions attended in the past year indicates that some veterans are probably discontinuing mental health services. Also, some problems with treatment were more likely to be reported by veterans who had already accessed services. Beliefs about the stigma of receiving psychi atric services (for example, that one would be seen as weak) were more likely to be endorsed by veterans who used treatment than by their counter parts who did not. Once in treatment, it is no longer abstract to talk about one's war experiences. The simple act of waiting in a room with other veterans seeking care makes it difficult to minimize the existence of one's own Table 4 Perceived problems with mental health treatment among veterans who screened positive for posttraumatic stress disorder (PTSD), major depression, or alcohol misuse [ a=Women constituted 33% of the sample, whereas their proportion in the active military at the time of data collection was 15.6%. Data were weighted to reflect the latter proportion, which involved adjusting the sample of 1,388 to a weight-adjusted 1,102. b=Item instructions: "Veterans may face obstacles getting or using mental health services for a number of reasons. Please rate how much you agree or disagree with each statement as it applies to you." The values indicate the number and percentage who strongly or somewhat agreed. C=Perception of treatment effectiveness d=Perception related to stigma e=Perception related to external barriers mental health problems. Stigma issues may need to be addressed during the first clinical encounter to increase the likelihood that the veteran will return for future appointments.
Multivariable analyses found that veterans who did not access care but who screened positive for PTSD, major depression, or alcohol misuse were more likely to endorse the beliefs that individuals need to solve mental health problems on their own and that taking medications will not help. Efforts to convince veterans to access needed care might be more effective if they focus on addressing these specific perceptions. Similarly, because perceptions about mental health treatment differed be tween those who had accessed services and those who had not, barriers to accessing care may be distinct from barriers to engaging in care.
At the same time, it is noteworthy that veterans with more severe PTSD or depressive symptoms were signifi cantly more likely to access treatment, even when the analysis controlled for perceived problems with treatment. This finding suggests that above a cer tain threshold of symptoms, veterans were significantly more likely to seek mental health services, even if they viewed such services negatively. To our knowledge, this is the first data to indicate that veterans most in need of psychiatric care (that is, the group that we would want to be using health care resources) appear to be accessing it.
This study also highlights the role of alcohol misuse in treatment utilization (8). Most veterans misusing alcohol did not avail themselves of traditional mental health treatment, and those who did reported fewer mental health visits than veterans with PTSD or major depression. Veterans who had comor bid disorders-either PTSD or major depression with comorbid alcohol mis use-were more likely to report nega tive perceptions of mental health services, which likely compounded the difficulty in engaging this population in care. We found that although more than half the veterans with PSTD or major depression had favorable opin ions about mental health treatment, veterans with co-occurring disorders had mostly unfavorable opinions. This finding is of concern because alcohol misuse is commonly comorbid with symptoms of mental illness, and this cohort may be especially vulnerable to chronic illness trajectories if they do not obtain treatment. This information is potentially useful for mounting an antistigma campaign within clinical settings to improve treatment retention.
Findings from this national sample highlight the importance of gender issues in the veteran population. Men tal health utilization did not differ between men and women with prob able PTSD or major depression; how ever, female veterans were more likely than male veterans to seek mental health care. Female veterans more often sought out mental health care at non-VA facilities. Perceived problems with treatment were virtually identical for male and female veterans, although a greater proportion of women acknowl edged having mental health problems. The findings suggest the need for outreach to bring women into trans formed VA facilities (26,36,37), and they add to the literature examining barriers to care for women veterans (23) (24) (25) .
Men and women in this sample screened positive for PTSD at similar rates, as found in some previous studies (38,39); however, in other studies the rates have varied (40,41). Although male veterans had a higher rate of alcohol misuse, the rate among female veterans was higher than that in female civilian populations (42). This finding is consistent with other studies that have shown increasing rates of alcohol use among female veterans (43). The findings reported here underscore the need to assess female veterans for alcohol misuse and carefully evaluate the provision and effectiveness of treatment.
As with many surveys, reliance on self-report may be a limitation of this study and may have led to underesti mation of mental health problems. Moreover, we asked veterans to report use of mental health services in the past year; however, studies using longitudi nal data are needed to discern whether perceived problems with treatment are associated with treatment initiation or with discontinuation and whether the problems vary by phase of treatment. Finally, at the time of the survey, the extant literature led us to believe that we would be assessing barriers to care among veterans who had not sought treatment. But once we recognized that a large cohort of veterans had in fact accessed care, we decided to use the items on perceived barriers to care to also examine perceived problems with treatment. Future research is therefore needed to replicate the application of these items for the latter purpose and to supplement other items (for example, "waiting times too long") to gather more targeted information about bar riers perceived by veterans when they are in treatment.
Although survey responders and nonresponders did not meaningfully differ in age, gender, or geographic region, many other important unob served variables (such as presence or severity of mental health problems and number of deployments) that may have differed between the two groups could have influenced generalizability. Nevertheless, the proportions of vet erans in the NPDAS sample from the various branches of the military and from racial-ethnic groups closely mir rored proportions in the U.S. military, and comparisons based on waves of data collection, survey mediums, and remuneration rates did not find differ ences in respondents' demographic and clinical variables.
Conclusions
Findings of this study support the likelihood that treatment may be further optimized by mental health policies that aim to increase attention to the impact of alcohol misuse, better recognize the role gender may play in diagnosis and treatment use, further explore the role of pastoral counseling in provision of mental health care, and recognize that veterans may perceive certain problems with treatment even after they access it. It is hoped that the findings will help policy makers ac knowledge the success already achieved in helping veterans obtain mental health services and better identify challenges that remain in ensuring that veterans can both access and utilize the mental health care they need and deserve. 
